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TRAITEMENT INTRARACHIDIEN DES AFFECTIONS SYPHILI¬
TIQUES ET PARASYPHILITIQUES DU SYSTEME NERVEUX.
Gonzalo R. Lafore, Rev. neurol. 26:625 (Aug.) 1919.

The author reviews the works of Nonne, Plaut and others, showing that
general paralysis and tabes are of syphilitic origin ; Noguchi and Moore's
demonstration of the spirochete in the cerebral cortex of paretics and in the
cord of tabetics; Noguchi's proof of spirochetes in parasyphilitics, and the work
of Nichols, Houghman and others who demonstrated the existence of the spiro¬
chete in the spinal fluid of monkeys and other animals after infecting them
through the testicles and the conjunctivae.
He then raises the question of why treatment has not been efficacious in

the so-called parasyphilitics (paretics and tabetics). He reviews the discussion
of Goldman, Weed, Frazer, Dickson, Halliburton and others on the subject
of the origin and the movement of the spinal fluid. He does not accept the
idea of Mott, Dickson and Halliburton that the fluid passes from the sub¬
arachnoid space through the capillaries, etc., as he thinks that the greater
pressure is on the side of the blood stream, pressure in the veins being less
than that of the cerebrospinal fluid. Toxic substances secreted in the brain
by the spirochete pass into the perivascular lymph current ; from the cranium
they pass to the spinal canal.
There is, however, a current, he thinks, moving in the opposite direction

(as has been demonstrated in the case of tetany treated by the method of
Doyen). These two counter currents converge in the direction of the bulb.
By animal experimentation the author has produced through spinal injec¬

tion a diffusion of coloring matter through the cord, bulb, base, encephalon and
the olfactory nerve, as well as by penetration through the ependymal canal.
If the animal lives long enough the convexity of the brain and the surfaces
of the longitudinal fissures also show the coloring matter. Intraventricular
injections show coloring matter in the aqueduct of Sylvius, the fourth ven¬

tricle, Ammon's horn and the like.
That mercury and arsphenamin have appeared to irritate the cortex is seen

in speech difficulties, nausea, headaches, etc. He cites the case of Cotton's
patient who had had an intraspinal injection one day, who died the next, and
in whose ventricle, arsphenamin was found the following day. The author
himself had a case in which he demonstrated that arsphenamin rose from the
lumbar region as high as the cerebral region in half an hour.
The author agrees with Leredde on the importance of treating the infec¬

tion rather than the symptoms and believes that treatments should be pushed
as long as laboratory findings are positive, even though clinical manifestations
have disappeared. He does not agree with Déjerine who maintains that the
mercurial treatment of tabes and general paresis differentiates these from
secondary syphilis, but he does agree with Leredde that vigorous intravenous
and intraspinal injections bring about important changes in the cerebrospinal
fluid in tabes and, though not so much so, in general paresis. He thus quotes
Leredde's résumé :
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1. The result of the treatment is certain and shows itself in all the changes of fluid.2. Lessening of lymphocytosis is the rule, and may be quite marked.
3. Hypertension usually disappears.
4. In contrast to the results in general paresis, the findings of the fluid in tabetics yield

very strikingly to neo-arsphenamin.
5. Quantitative diminution of albumin and globulin runs parallel with the disappearanceof the serologie reaction.

Many of the author's patients who have not yielded to mercurial prepara¬
tions and to intravenous treatment have improved remarkably under intraspinal
treatment. Certain patients call for both intravenous and intraspinal treat¬
ment because of an involvement of the vessels, viscera and general body struc¬
tures as well as of the central nervous system.
The ideal method in the treatment of syphilis of the central nervous system

is that which reaches readily the site of the lesion in a direct way and in
exact dosage and not in a manner that depends on the varying filtrating
qualities of the choroid plexus of the brain or the cord.
The author uses the terms "benign" or "latent" for those cases of syphilis

in which the patient never has known that he had syphilis and for those cases

in which the patients have had a chancre which was considered nonsyphilitic
and which disappeared following local treatment.

Laredde finds that 50 per cent, of his female cases and 28 per cent, of his
male cases fall under this classification ; 40 per cent, of the author's tabetics
and 35 per cent, of his general paretics also fall under this classification.
The laboratory findings frequently show syphilis of the central nervous

system before any clinical symptoms appear and so permit diagnosis of the
early stages of general paresis which frequently is looked on as neurasthenia.
It is these patients that are benefited most by treatment

The Diagnosis of General Paresis and Cerebrospinal Syphilis.—The author
then enumerates the five laboratory signs and reactions for the differential diag¬
nosis of general paresis and cerebrospinal syphilis : (1) Wassermann reaction
on the blood; (2) increase of globulins; (3) lymphocytosis and presence of
plasma cells ; (4) Wassermann reaction on fluid, and (5) Lange's colloidal
gold test.
The first three of these reactions may be present, either in paresis or in

cerebrospinal syphilis but the fourth and fifth may not appear. The author
states that from 80 to 95 per cent, of all patients show a positive Wassermann
reaction on the spinal fluid if not more than 0.2 c.c. of fluid are used, but
the reaction is usually negative in syphilis and tabes. Only 20 per cent, of
tabetics show a positive Wassermann reaction on the fluid. Those patients
with syphilis of the central nervous system in whom there is a negative fluid
reaction may show a positive fluid reaction on using from 0.3 to 1 c.c. of fluid.
The author then raises the question whether it is possible, by the aid of the

Lange reaction, always to differentiate general paresis from other forms of
neurosyphilis. He thinks that one may be reasonably sure of the diagnosis
of paresis if it has the usual clinical symptoms together with the five labora¬
tory reactions, but he believes there are certain cases of the so-called pseudo-
general paresis which do not show all the laboratory signs but present the
clinical symptoms, and yet at necropsy and by histopathologic study fail to
fehow microscopic changes characteristic of general paresis as established by
Nissl and Alzheimer. He then quotes Southard and Salomon's belief that in
doubtful cases the patient ought to have the benefit of modern treatment
because there are cases in which it is impossible to determine whether the
patients are paretics or other types of neurosyphilitics.
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The author has seen patients in his clinics regarded as paretic without pre¬
senting any characteristic mental symptoms and running a course of ordinary
neurosyphilis, and also patients with tabes with optic atrophy who have given
laboratory reactions almost identical with those of general paresis. One of
his patients had a gummatous lesion involving almost the entire hemisphere;
another showed multiple gummas and yet the diagnosis could not be made until
necropsy.

Suggestions for Treatment.
—

The author offers these suggestions for
treatment :

1. In the treatment of cases of simple neurosyphilis as judged by the Lange
curve, but with positive blood and negative fluid reaction and with an increase
of globulins and cells, use may be made of the intravenous method and, if
after four or five injections, improvement is not evident, alternate intravenous
and intravenous and intraspinal treatment.

2. In the treatment of cases of simple neurosyphilis with both the blood and
fluid reaction positive, one should begin with the combined intravenous and
intraspinal treatment.

3. In the treatment of cases of simple neurosyphilis with negative blood and
positive fluid one should begin with intravenous treatment ; Wassermann tests
should be taken on several bloods and if they continue negative only intraspinal
treatment should be used. Almost all these cases have some concomitant vas¬
cular or visceral involvement, and the combined method of treatment is the
surer.

4. In the treatment of parasyphilis (tabes and general paresis), both the
intravenous and intraspinal method should be employed from the beginning.
The author reviews the various opinions on the relative value of intravenous

and intraspinal treatment, especially in cases not tabetic or paretic, and the
still more debatable question of the so-called cure of general paresis and tabes.
He admits that there are a few indubitable cures by the intravenous method
alone, but he emphasizes the fact that there are many more patients that have
not been benefited by this method alone, but that quickly improve as soon as

intraspinal treatment is introduced. He then cites instances of five such cases

in his own practice, including a case with beginning optic atrophy and spastic
paraparesis, a case of tabes, one of general paresis, one of vascular syphilis
with pseudobulbar lesions, and a case of syphilitic meningo-encephalitis with
paraplegia. His account shows rather remarkable improvement, but he does not
state whether they are selected cases or not.

Preparation of Serum and Technic of Injection.—-The author then describes
the technic of his collaborator for the preparation of the serum in vitro. It
is put in a flask with two openings, after the blood is drawn ; the entire outfit
is sterilized in an autoclave at 120 C. After the serum is prepared, it is sealed
up in ampules containing 4 mg. of mercuric chlorid and 7 mg. of neoarsphena-
min and employs such fractions of the contents as he wishes to use in indi¬
vidual cases. If made carefully, the ampules may be used for a period of
several months.
The author's technic of intraspinal infection is :

1. Fifteen c.c. of fluid are drawn off for analysis.
2. The serum is mixed in 5 c.c. of the fluid and injected.
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3. The author no longer makes preliminary use of stovain and procain as
he has learned that their effects disappear before the onset of the pains due
to injection. Instead he resorts to the routine use of pantopon and acetyl-
salicylic acid, three or four hours after the injection.

4. He prepares the serum according to the method of Byrnes and Ogilvie.
5. At the beginning of a course of treatment he uses 2 mg. of mercuric

chlorid and 3 mg. of neoarsphenamin ; later he uses as high as 4 mg. of
mercuric chlorid and 7 mg. of neoarsphenamin.

6. Before beginning intraspinal treatment, he gives four or five intravenous
treatments at intervals of from two to six days, using 1 eg. of mercuric cyanid
and 0.3 gm. of neoarsphenamin.

7. He always uses in the first intraspinal infections arsphenaminized serum,
never more than 2 to 3 mg. He has had no severe reactions.

8. In the interval (from twenty to forty days) between intraspinal injections,
intravenous injections are employed but never more than two a week, and he
always alternates the mercurialized and arsphenaminized serum.

Dosage Employed in Intraspinal Treatment.
—

Originally, the author gave
large dosages producing strong reactions, maintaining such dosages up to the
point of complete remission. Recently, however, he has begun his treatment
with small dosages, never using enough to produce intense reaction, gaging
the interval by the degree of amelioration of symptoms. Tabetics with marked
crisis, paretics with seizures, and parasyphilitics with spasticity, should not
receive over 2 mg. of mercuric chlorid and 4 mg. of neoarsphenamin.
At the end of six months at least, the patient should rest entirely for from

two to six weeks without treatment, in order to allow elimination of mercurial
and arsenical products.
Effects of Intraspinal Treatment.—Besides the ordinary reaction familiar

to us all, the writer speaks of :
1. The Subjective Order of Curative Effects. The symptoms disappear as

follows : Lancinating pains, root pains, headaches, paresthesias, pareses, con¬
tractures and general mental symptoms.

2. Objective Order of Curative Effects: There is improvement in every¬
thing that does not remain as a result of an irreparable sclerosis, such as,
impaired pupillary reactions, optic atrophy and absent knee jerks. The more
recent and more active the process, the more likely the recovery. The author
has seen a reappearance of knee jerks and pupillary reflexes. In general
paretics, the Wassermann reaction on- the fluid is the last to disappear; the
Lange curve changes less quickly than the Nonne and Noguchi reactions. When
the curve does change, it first becomes similar to that of cerebrospinal syphilis
and finally it becomes normal.
Laboratory changes are always slower than the clinical, the latter frequently

clearing up in from three to four months. The laboratory changes, therefore,
serve as a guide for further treatment even after clinical symptoms disappear;
patients with only slightly advanced cases of paresis usually require a year
and a half of treatment, although they may show complete remission in nine or
ten months ; tabetics usually require from seven to eight months ; advanced
paretics of more than a year's standing may show temporary improvement but
progressively get worse in spite of intensive treatment.

Because certain critics maintain that the alleged cures are nothing more than
a coincidence of spontaneous remission accompanying treatment, the author
feels obliged to discuss the question of so-called spontaneous remission.
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Many paretics show spontaneous remission usually following variable periods
of pseudoneurasthenia, followed by a period of excitement with delusions of
grandeur or persecution. If treatment is resorted to before the spontaneous
remission, it is easy to argue that one is not safe in ascribing the remission to
the treatment, but the fact remains that many paretics do not show spontane¬
ous remission. The writer quotes the percentages of Cotton and of Southard
and Salomon which show certain advantages of treatment in spite of the fact
that they reported nonselected cases. He is willing to admit that cases of
more than a year's duration do not give a good prognosis, although the patients
may be helped ; but he does insist on the fact that patients found early, show
complete remission of both clinical and laboratory symptoms, and this is the
distinguishing feature between spontaneous remission and that due to treat¬
ment. In spontaneous remissions, the reactions on the blood and the spinal fluid
usually remain positive, and if they show any change, this is very slight.
Real and Apparent Aggravation of Symptoms in Treated Cases.—General

paretics ordinarily show a certain amount of mental confusion and increased
difficulties in speech and in writing; tabetics show difficulty in walking and
ataxia, but this usually disappears in from eight to ten days following injec¬
tion. There are a few cases, however, in which aggravation of earlier symp¬
toms is persistent. Sometimes certain infectious diseases, such as influenza,
have a similar effect. The author had one tabetic whose symptoms were aggra¬
vated transiently just after vaccination.
Permanency of Results.—Nothing can yet be affirmed as intraspinal and intra¬

venous methods have been in use only a few years. The author cites the case

of a patient with paresis, first seen in December, 1916. All clinical and lab¬
oratory signs had disappeared by November, 1917, and had not reappeared when
the patient was last seen in February, 1919, without any other treatment than
an occasional intravenous and intraspinal treatment every three or four months.

The author then submits the history of treatment and results in the case

of five general paretics, noting results as follows : One recovery ; one improved
but with very slow and mild progression ; one almost recovered with great
amelioration ; one with unusual rapid clinical improvement ; and one with rapid
clinical improvement and modification of laboratory signs.

The conclusions which he reaches are based on the study of fifteen cases

of general paralysis, eight of tabes, four of syphilitic spinalparaplegics, and
two of syphilitic cerebrospinal syphilis. He omits his advanced cases of gen¬
eral paralysis and such other patients as were under his care for only a short
period.

Conclusions.—1. The indication for exact intraspinal treatment is furnished
by positive Wassermann reaction on the fluid and low Lange's colloidal gold
reaction.

2. The efficacy of such treatment is strikingly manifested in those syphilitic
processes which have not as yet involved the deeper portions (parenchyma) of
the nervous system.

3. In general paralysis, such treatments do not give results if cases are of
more than six or eight months' standing.

4. In tabes, results are almost always good; subjective symptoms disappear
rapidly and a large number of the objective, likewise.

5. In syphilitic optic atrophy, intraspinal treatment is most favorable for
arresting a rapidly progressive blindness.

6. In cases with radicular involvement, pains disappear much more quickly
than under intravenous treatment.
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7. In combined system diseases, especially sclerotics, treatment is of little
value unless the cases are caught early.

8. Remissions which occur in cases of general paralysis may persist for years.
9. It is too early to maintain, because of the few years in which intraspinal

treatment has been employed, that we may bring about definite cures in general
paralysis although we may affirm that this may be the case.

10. Remissions due to intraspinal treatment differentiate themselves from
spontaneous remissions in that the latter show only temporary amelioration
of clinical symptoms, and laboratory symptoms still persist. In contrast to
these, remissions due to therapeutic measures show true cures with ameliora¬
tion of both clinical and laboratory symptoms but the touchstone of treatment in
general paralysis lies in diagnostic skill which one may fortify by the aid of
the five laboratory reactions.

12. The author's method, if followed with rigorous precautions, is harm¬
less. These precautions include careful diagnosis of the case, and mild thera¬
peutic measures, intravenous and intramuscular, to determine the patient's
resistance to antisyphilitic remedies.

Jones, Detroit.

STUDIES ON EPINEPHRIN. I. EFFECTS OF THE INJECTION OF
EPINEPHRIN IN SOLDIERS WITH "IRRITABLE HEART." J. T.
Wearn and C. C. Sturgis, Arch. Int. Med. 24:247 (September) 1919.

The authors report their results with the Goetsch test in cases of "irritable
heart" of soldiers. Goetsch has reported that cases of hyperthyroidism give
a very marked reaction to small doses of this drug. While a large number of
these cases of "irritable heart" gave a positive reaction to the Goetsch test,
studies on the basal metabolism and a careful clinical analysis of the cases

do not lend support to the theory of hyperthyroidism as a causal factor in
"irritable heart." The technic employed by Wearn and Sturgis in carrying
out this test was as follows : The patients were put to bed at absolute rest
for one hour, and at the end of this period control readings of the blood
pressure, pulse and respiratory rates were made at five minute intervals. At
this time note was also made as to the presence of nervousness, precordial
pain, palpitation, dizziness or any other symptoms; likewise, the objective
condition of the patient was observed, and the presence of any of the fol¬
lowing signs was recorded : tremor of the hands, sweating, coldness of the
hands, throbbing of the neck, epigastrium or the precordium, and pallor or
flushing. At the end of the hour the patient was usually quiet, and the blood
pressure and heart rate were normal (in contrast to the patient with exoph¬
thalmic goiter in whom a marked tachycardia persists even when at rest in
bed). After satisfactory control readings were obtained, 0.5 c.c of a 1:1,000
solution of epinephrin freshly prepared was injected deep into the deltoid
muscle. The onset of the reaction occurs about twelve minutes after the
injection, the height is reached on an average in thirty-two minutes, and the
reaction finished in approximately one hour. A positive.reaction is character¬
ized by a rise in blood pressure of 10 mm. or more, associated with a rise
in pulse rate of at least 10 to the minute (provided that these are not isolated
rises), and is associated with tremor, pulsation, nervousness, precordial pain,
dizziness and restlessness. Cases with a fairly marked rise in blood pressure
and pulse rate without other changes were also regarded as giving positive
reactions.
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Twenty-six normal soldiers were used as a control, and in not a single
case was there a positive reaction to epinephrin, as judged by the rule formu¬
lated to determine a positive or negative case. The blood pressure and pulse
curves showed slight, if any, change, and the characteristic subjective and
objective conditions of the epinephrin sensitive group were lacking. In distinct
contrast to the epinephrin sensitive patients, with marked restlessness and
anxiety, the controls remained perfectly quiet, some of the men reading through¬
out the greater part of the test, while others actually slept.
Of seventy-three cases of the group of soldiers with "irritable heart" whose

symptoms were of long standing, Wearn and Sturgis found that forty-three,
or 59 per cent., showed a definite hypersensitiveness to epinephrin or gave a

positive reaction as described above. Twenty-seven, or 37 per cent., showed
no reaction. Three cases, or 4 per cent., gave a doubtful reaction. Of eighteen
cases of "irritable heart" in which the symptoms dated to some recent infection,
such as rheumatic fever or pneumonia, six gave positive reactions to epinephrin
and twelve gave no reaction. Observations made on a group of cases in which
the symptoms developed following some nervous or physical strain, showed,
that of seven of this type, five gave a positive reaction and two gave no reaction.
The proportion of positive reactions in cases of "irritable heart" is in distinct
contrast to the complete absence of positive reactions among normal, trained
soldiers.
The authors suggest that the symptoms and signs induced in the positive

cases are the result of a hypersensitive, sympathetic, nervous system. This belief
is based on the fact that epinephrin has a selective action on the sympathetic
nervous system. They state that a careful clinical analysis of the patients
showing positive and negative reactions revealed no essential clinical differ¬
ences between the two groups. They are unable to state that the clinical
condition of the patients who are sensitive to epinephrin depends in any way
directly on the factors underlying the positive reaction, or that the factors
causing the symptoms in the positive and negative groups are the same.

Although all efforts were made to improve the physical condition of these men,
not one of those who gave a positive reaction, and only three who gave a

negative reaction, were able to do full duty. The authors conclude that this
class of patients is not a true product of the war, and that they are seen not
only in military but also in civilian life. They are the type that go from one

outpatient clinic to another with complaints of nervousness, weakness, palpi¬
tation, precordial pain and dyspnea ; they are classed as neurotic or neuras¬

thenic individuals and have usually been receiving medical attention for years.
There seems to be a certain level of strain below which these people can live
without symptoms, and their one effort in life is to keep below this level,
above it their symptoms appear and they break.

STUDIES ON EPINEPHRIN. II. THE EFFECTS OF EPINEPHRIN
ON THE BASAL METABOLISM IN SOLDIERS WITH "IRRITABLE
HEART," IN HYPERTHYROIDISM AND IN NORMAL MEN.
E. H. Tompkins, C. C. Sturgis and J. T. Wearn, Arch. Int. Med. 24:269
(September) 1919.

Four groups of subjects were studied. Two of these groups were nega¬
tive to epinephrin and showed no reaction, while two were positive to epi¬
nephrin and responded with the typical reaction of the hypersensitive subject.
The groups positive to epinephrin consisted of patients with "effort syndrome"
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("irritable heart") who reacted to epinephrin and a small series of cases of
hyperthyroidism. The groups negative to epinephrin consisted of normal sub¬
jects and patients with "effort syndrome" who did not react to epinephrin.
With unbroken regularity the gaseous metabolism showed a rise after the

injection of epinephrin (0.5 c.c of 1: 1,000 epinephrin solution). This is true
in the normal, as well as in the pathologic cases, and whether there is any
other sign of reaction or not. This increase in metabolism, however, is far
more marked in cases with a positive than in those with a negative reaction,
and it is parallel to the pulse, blood pressure and symptomatic changes. With
one exception, every positive reaction was accompanied by a rise in metabolism
of 20 per cent, or over. On the other hand, no negative reaction showed a rise
above 20 per cent, and in the majority of cases not above 15 per cent.
The increase in the metabolism is expressed partly by a greater oxygen

deficit in the expired air, but far more by an increased amount of air breathed,
as is shown by the greatly augmented minute volumes. The increase in the
minute volume is as invariable as is the rise in metabolism. The amount of
air breathed per minute was increased as much as two liters in a consider¬
able number of cases. There is an increase of the respiratory rate or depth,
or both.
There is frequently an elevation of the respiratory quotient. The maximum

of this elevation normally precedes that of the metabolic increase. The increase
in metabolism is not due to excitement attendant on injection or the stimu¬
lation of heart and respiratory muscles resulting from injection. (The basal
metabolism in cases of "irritable heart" with increased respiratory activity
shows no changes, and after injection of atropin, although the pulse rate is
increased, no metabolic increase occurs.)
The authors conclude that epinephrin acts indirectly in causing an increase

in the metabolism, and it is by- acting through the sympathetic system that it
produces the changes—increased muscular tonus, tremor and hyperglycemia—·
which are probably the actual causes of the increased metabolism.
Finally they conclude that as epinephrin is a stimulant to the sympathetic

system, the differences in reaction and metabolic response in the negative and
positive cases are probably due to differences in that system.

Myers, New York.

CONTRIBUTION TO THE STUDY OF AUTOMATISM IN THE
MEDULLA. Abramo Litvak, Riv. di patol. nerv. 24:15 (March 25) 1919.

The author refers to Luciani's law that the excitement of centripetal nerves
may awaken flashes of consciousness and motor impulses, preceded by the
choice of centrifugal pathways through which the stimulus is transmitted, and'
also to Wundt's conception that tendon and superficial reflexes are voluntary
movements become automatic by filogenetic development. The finding of nerve
terminals in tendons disposed of Westphals conception that tendon reflexes
were due to direct stimuli applied to muscles through their tendons. With
these preliminary remarks, the author introduces a new abnormal plantar reflex.
His discovery disproves the contention of Marinesco that in paralysis of the
lower extremities the extensor center alone remains functionating because in
his cases (Figs. 2 and 3) both the extensor and flexor abnormal plantar reflex
were demonstrated. While he has noted the abnormal flexion of the toes
caused by stimuli applied to the tendo achules, thigh, abdomen, etc, in cases

of hemiplegia due to capsular or cortical lesions, his sign has been, observed
only in lesions of the peduncles above the fibers for the arm. This is an
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important localizing sign. However, the toes occasionally assumed the extensor
Babinski type and the reflex was not always in flexion. In many normal per¬
sons and in hémiplégies with lesions in other sites, grasping the paretic hand
never caused either the author's sign or the Babinski phenomenon.

Case 1 illustrates a vascular accident to the left side of the pons ; therefore
all the abnormal signs must originate in the medulla. The "sincinesie" and
associated movements in these cases depend on the intensity of the stimulus,
the condition of the centers receiving it, the length of the pathway traversed
and the resistance offered by it. Babinski long ago noted that "sincinetic"
movements were more readily brought out by stimulating the paretic limb.
The author noted a diffusion of these associated movements from the big toe
to the feet, leg and thigh, and while these movements always spread from the
upper to the lower (from bulb to cord) extremity, the contrary is never true.
This bears out Sherrington's law of caudal radiation of spinal reflexes in
mammals. In the author's case, it was always possible to provoke movements
in the lower extremity by strongly applied or painful stimuli to the upper
extremities, but never if the stimuli were applied to the lower extremities. In
this case both the flexor (author's sign) and extensor responses of the toes
were obtained. The flexion of the toes of the paretic foot was obtained either
by (1) reflex stimuli applied to the other thigh or (2) strong pressure applied
to either the sound or paretic hand. The extension of the toes of the paretic
foot (right) was obtained by stroking the plantar surface (Babinski sign) of
the paretic foot, or by applying the stimulus to the thigh of the paretic leg
(Oppenheim).
The author's patient also had a paralysis of the left sixth cranial nerve

and a complete hemianesthesia to all types of sensibility; also a bilateral clonus
and absent left plantar reflex. All abdominals were absent.

By applying a mild stimulus, extension
.

of the toes (Oppenheim) was

obtained ; by pricking more strongly the paretic thigh, flexion of the toes was

obtained, even if this was done to the arm or abdomen of the same side. When
the left (sound) leg was pricked, the right paretic leg was always withdrawn.
The author believes that the flexion reflex of the toes of the paretic side

was pathologic and like all defense reflexes had its center in the medulla
because : 1. There was always greater response in flexion or in extension when
the plantar surface of the paretic leg was stroked corresponding directly to
the strength of stimulus than was obtained by the same stimulus in the other leg.
2. There was no paralysis of the left leg. 3. All the abnormal associated move¬

ments were very active on the right and hardly elicitable on the left side. 4.
Flexion of the toes on the right was obtained by stimulating other regions
of the right extremities. This flexion reflex in the toes, like the retraction in
flexion of the paretic leg, is a medullary reflex function. Because this reflex
is objectively like the normal, it might be difficult to determine in a given case

by this alone which is the paretic side.
In the author's second case, attention is drawn to Dagini's two signs ; the

oculocardiac reflex and the adduction of the paretic arm on pressure of the
eyeball.
The author's third case illustrates his point that the abnormal associated

movements seen in paretic limbs are present in direct proportion to the degree
of paralysis, that is, the condition of the center receiving the stimulus. For
that reason neither the abnormal extensor Babinski or flexor response was

obtainable in the right paretic leg because this was little involved. The nor¬

mal plantar reflex was absent, but when the eyeball was pressed, the pulse
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slowed up and the paretic arm was adducted showing that the automatic action
of the medulla was free from cerebral inhibition through the corticobulbar and
corticospinal tracts.
The next part of the author's extensive article is devoted to discussion as

to what influence mild pyramidal lesions, as shown by the Babinski sign, and
severe lesions, as shown by the Marie Foix sign, have on the automatic func¬
tions of the medulla.
The Babinski phenomenon is elicited not only by plantar stroking but also

by stimulating various antagonistic groups of muscles of the paretic leg and
even of the sound leg. Babinski has always contended that this phenomenon
could coexist with a normal plantar flexion of the toes. Eight cases are briefly
cited to show the variations in plantar reflexes in various types of hemiplegia
and paraplegia, varying from complete absence to the Babinski phenomenon
with flexion of leg and thigh. When the normal plantar reflex mechanism is
absent independent centers in the cord react to cutaneous, osseous, joint and
tendon stimuli, and responses are obtained from the toes even when the
stimulus is removed to the leg, thigh and even the upper extremity. The
classical, most frequent response is extension of the big toe, but at other times
there is abduction of the toes or fanning. According to the author, the Bab¬
inski reflex, therefore, is not a plantar reflex but an expression of an abnor¬
mal reaction to stimuli, extending over a large zone. If this is true, then the
flexion of the big toe provoked by stroking the thigh and the abdomen and
by the author's method of squeezing the paralyzed hand, stretching the achillis
tendon, etc., are not at all plantar reflexes but so-called defense reactions,
improperly so designated, which have their center in the cord, bulb or sub-
cortex, and not in the cortex which is the site of the mechanism of the normal
plantar reflex.
The author believes, with Goldflam, that the center for the Babinski reflex

is in the lumbosacral cord, and does not operate until the corticospinal inhibi¬
tions are removed. It has been noted in complete transverse lesions of the
cord above the lumbosacral level, never when this is crushed. The fact, that
the Babinski reflex is the normal response in the first year of life, is proof
that it is a spinal function. In infants the reflex zone for this reflex is also
wide, as it is also for, the abdominals and the cremasterics. The author's
twelfth case strengthens his belief that the Babinski is a spinal reflex. This
patient had a tetraplegia with complete loss of all types, of sensibility and
bilateral Babinski reflex. At necropsy, fracture of the second and third cer¬

vical vertebra with complete severance of the cervical cord was found.
Retraction of the leg (Marie Foix sign) is caused only by strong painful

stimuli which contract the sartorius, adductors of the thigh and the anterior
tibial group, or occurs in very profoundly paralyzed limbs. The author agrees
with Marinesco that the Babinski phenomenon is the first to appear and the
last to disappear. When the patient is dying or his medulla has become almost
completely removed from the cerebral control by profound paralysis, stimuli
produce a more widespread reaction of medullary and cord centers resulting
not only in extension of the big toe, but also in retraction of the limb.
The last chapter deals with the nature of reflexes seen in moribund hémi¬

plégies and paraplegics.
The sign of Marie Foix (described in 1853 by Sherrington in the spinal

frog) is not so commonly seen as the Babinski, and is most commonly seen

in the profoundly paralyzed. It occurs usually as the Babinski reflex disap¬
pears, and persists until death. Occasionally the Babinski reflex is seen in

Downloaded From: http://archneurpsyc.jamanetwork.com/ by a University of Iowa User  on 06/12/2015



the nonparetic limb and the Marie Foix sign on the paralyzed side; or a mild
stimulus applied to the paretic leg produces a Babinski reflex, a stronger one
causing the latter. Observations in many cases convince him that the Babinski
reflex is a sign of milder pyramidal tract disturbance than the Marie Foix sign.
In the presence of cortical and meningeal lesions other than the pyramidal tract
injury this sign, however, loses its prognostic value. As an illustration, the
author quotes a case of delirium with right hemiparesis, Babinski reflex on the
right, Marie Foix sign on the nonparetic, left side. When delirium disappeared,
the Marie Foix sign disappeared. The case was one of status epilepticus
attacks with delirium at intervals of a few months, following a frontal skull
injury which left him with a right hemiparesis. Another sign of profound
paralysis, usually with a fatal ending, is the Dagnini "trigeminal-brachial"
sign of adduction of the paretic forearm alone or with flexion of the forearm
and hand on the arm. Dagnini's oculocardiac reflex is frequent in the young,
but never seen in the aged. In many paralyzed patients the independence of
the medulla from cerebral control favors the exhibition of retardation of this
reflex. The author's Cases 13 to 19 illustrate these points. They are accom¬

panied by graphic tracings showing the retardation of the pulse in the applica¬
tion of the oculocardiac reflex. In many of the patients showing the Dagnini
and Marie Foix signs, there was also Cheyne-Stokes breathing which he also
classes as an "ultimum moriens" reflex. The author in his discussion of these
cases mentions another sign of Dagnini's, that is, the "frontalis" sign. The
author declares that in supra bulbar pyramidal lesions the upper branch of
the facial nerve also is involved with smoothing of the forehead on the para¬
lyzed side (Case 19).

Osnato, New York.

ETUDE SUR L'ORIGINE ET LA NATURE DE LA SCLEROSE EN
PLAQUES. G. Marinesco, Rev. neurol. 26:481 (June) 1919.

There are two leading conceptions of the etiology and the pathology of
multiple sclerosis : First, that it is inflammatory in origin, or vascular ; second,
that the inflammatory process is due to an infectious agent. It is not so

much a sclerosis of nerve tissue or centers as it is a disseminated inflammation.
It is especially in the acute and the subacute forms that the inflammatory
character of the disease is best seen. The theory that the vascular lesions
are secondary to those in the nervous tissue can no longer be accepted ; on
the contrary, the reverse is true, in spite of the earlier teachings of Charcot,
Bourneville, Wernicke and others.
It is the opinion of Pierre Marie (and this is now accepted by Wernicke,

Marburg and others) that the vascular lesion is in the form of a disseminated
arteritis, the sequela of some well advanced primary condition, such as scarlet
fever, pneumonia, erysipelas and similar diseases. Sometimes the arteritis
appears toward the close of the conditions, or during convalescence, or even

when recovery seems to be absolutely complete.
The lesions localize themselves by preference in the white substance, and

follow the course of the smaller vessels, especially the veins. This explains
the relative integrity of the nerve cells, but even these may be seriously dam¬
aged in a rapidly advancing case. The essential point to remember is that
there occurs an infiltration, in and about the adventitia and the perivascular
tissues, of lymphocytes, plasma cells, polyblasts and occasionally mast cells.
Polymorphonuclears are the exception, and eosinophils do not occur. The pro¬
portions of these infiltrative elements vary with the stage of the lesion. In

Downloaded From: http://archneurpsyc.jamanetwork.com/ by a University of Iowa User  on 06/12/2015



the chronic or slowly advancing processes, lymphocytes and plasma cells pre¬
dominate and should not be confused with the inflammatory type showing
macrophages in the vessel walls. The chronic type shows changes not unlike
those in general paresis ; the inflammatory type follows only the disintegration
of myelin into fatty bodies. Simultaneous with the infiltration of the vessel
walls is the growth of the neurogliar cells. Giant neurogliar cells are found
particularly in the cerebral cortex and in the optic nerve ; and possess a marked
capacity for fibrillogenesis.
The perivascular infiltrations are frequently nodular and not unlike lesions

in syphilis, especially in general paresis. The adventitia does not constitute
a barrier to the inflammatory process, as is evident from the invasion of lympho¬
cytes, plasma cells, and polyblasts into the surrounding tissue.
The writer had two cases which showed inflammatory processes in the fol¬

lowing important regions : periventricular, periependymal, and about the aque¬
duct of Sylvius. More rare is an involvement at the level of the fourth ven¬

tricle or in the ependyma of the cord. This statement is in agreement with
the opinion of other writers cited, and might lead to the conclusion that the
spinal fluid is the agçnt through which infection reaches the areas just men¬
tioned, and that the virus gets to the fluid through the medium of the lymph
paths. Consequently, wherever the vessels and their corresponding lymphatics
are involved, there will be a lesion of nervous tissue. This explains the fre¬
quent involvement of the optic nerve in multiple sclerosis.

Marinesco's studies do not lead him to accept Ribbert's conclusion that
vascular thrombi occur as the result of inflammatory processes in multiple
sclerosis. The intima of the vessels, like the gray matter of the brain and
cord, appears to escape. The virus in the lymphatic circulation affects chiefly
the nutrition of the myelin, but also may bring about a secondary degenera¬
tion of the axis cylinder, although even in this case there is usually collateral
regeneration.
The remissions and exacerbations of multiple sclerosis are more in harmony

with the theory of an infectious process than a toxic (due to lead, mercury
or other minerals). While fever and chills in certain cases have led certain
authors to look on multiple sclerosis as due to influenza and other similar
diseases, it is more likely that it is a specific infectious disorder, and while
similar in certain respects to syphilis (particularly general paralysis), yet
it is evidently not due to the spirochete of syphilis. Although Nonne in a

study of seventeen cases of multiple sclerosis obtained a positive Wassermann
reaction in three cases, the fact remains that neither clinical nor histologie
examination points to syphilis in multiple sclerosis. Moreover, certain writers,
like Collins, who give a routine Wassermann test in all their cases of multiple
sclerosis, report all reactions negative.
It was not until September, 1917, that Kuhn and Steiner, by injecting the

blood and spinal fluid of patients affected with multiple sclerosis into guinea-
pigs and rabbits, demonstrated a spirochete in rabbits. They injected blood,
spinal fluid and a mixture of both into the peritoneal cavity, the heart and
the cavity of the eyeball of these animals, and obtained, in from three days to
two weeks, disturbances of motility, especially a staggering gait, more pro¬
nounced in the hind limbs. This condition lasted from a few hours to nine
days, and in the fatal cases was followed by paralysis and death. Examina¬
tion of the blood drawn from the eye or ear of the animal revealed the pres¬
ence of spirochetes which, in form and size, resembled those that produce hem¬
orrhagic icterus. They were spiral in form and often showed a refracting point
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at the extremity. They were also variable in form, and either extremity might
be provided with a hair-like prolongation. In the multiple sclerosis of man,
they have not seen the spirochete.
By subdural injections, Simon has demonstrated the transmissibility of the

virus in rabbits and has observed paralytic manifestations followed by death.
In March, 1918, Siemerling announced that by the aid of the ultramicroscope,
he had found spirochetes in the brain of a patient that had had multiple scle¬
rosis. They presented the same characteristics as those described by Kuhn
and Steiner.
In October, 1918, Marinesco began experimental work with two patients

who showed many of the clinical symptoms of classic multiple sclerosis. He
made intracerebral, intraperitoneal and intraspinal injections of the spinal fluid
of these patients into six guinea-pigs. Two of the pigs showed, three or four
days after the injection, motor disturbances in the posterior portion of the
body, especially in the form of disturbed gait. Spinal fluid was then with¬
drawn from the fourth ventricle of these animals and a considerable number
of spirochetes, like those described by Kuhn and Steiner, were seen under the
microscope. M. Pettit and Marinesco himself, in certain later attempts at
transmitting the virus, obtained negative results. This proves only that the
parasite is not always in the spinal fluid, or if it is there, it is present only
in reduced numbers. Moreover, the two patients from whom the inoculating
fluid was drawn were in a more severe and advanced stage of the disease ;
as a consequence, the parasites were probably less numerous and virile.
Summary.—While the research is still incomplete, it brings to light two new

facts : 1. Multiple sclerosis is transmissible due to the virus of a living organ¬
ism. 2. This virus is the product of a spirochete entirely distinct from the
Spirochaeta pallida. These facts on first consideration do not seem to harmonize
with the isolated character of the disease which is neither endemic or epi¬
demic, nor is it contagious; and it appears to confine itself to the nervous

system.
Reviewing all the facts, however, multiple sclerosis appears much more like

an exogenous malady of infectious nature, than like an endogenous malady
as maintained by Strumpell. The course of the disease, the successive exacer¬

bations, and the appearance of the fundus permit us to differentiate, in the
living subject, the various phases of the disease (really stages of development
of the parasite) which are not unlike those of syphilis, and lead us to con¬

clude that the spirochete observed by Kuhn and Steiner, and by Marinesco is
the pathologic agent of the disease. Multiple sclerosis, then, presents a series
of well defined symptoms, and though varying in their clinical aspects, is a
true nosologie entity and not a syndrome of sundry causes.

Jones, Detroit.

SCHIZOPHRENIA AND CHOROID PLEXUS. C. von Monakow and
S. Kitabayashi, Schweiz. Arch. f. Neurol. u. Psychiat. 4:363, 1919.

The writers call our attention to the fact that, until recently, we have
attributed the normal and abnormal manifestations of the mind to a function
of the cortex alone, and have looked on the secretory organs much as we have
on the circulatory apparatus, that is, as a secondary source of assistance. It
would be more logical to attribute our psychic life, consciousness and affect
to a more closely associated function of these two structures. This view has
phylogenetic and autogenetic support. In studying serial sections of a four
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weeks old human embryo, we find that those portions of the dorsal alar
laminae which subsequently become differentiated to form the choroid plexus,
particularly in the vicinity of the vagus and glossopharyngeal cehters, is
always well developed ; in like manner we find this structure developing in
the median portion of the hemispheres. All of this proceeds with great rapidity,
long before the essentially nervous elements of the medullary structure reach
a corresponding degree of differentiation.
The writers look on this as a sort of overture for the later physiologic

interchange between the choroid plexus on the one hand, and the rest of the
brain on the other. In other words, the embryonic relation itself suggests the
important rôle of the choroid plexus. The other glands of internal secretion
also, particularly the suprarenals have, at the corresponding period of evolu¬
tion, reached a surprising degree of differentiation. In short, the endocrine
system is well developed at a period of fetal life when the essential structures
of the brain are still lying in deep slumber. We can look on the organs of
internal secretion as the mother source of our affects and instincts. In the
grown up person, the choroid plexus in the fourth ventricle, as well as in
the lateral ventricles, appears to be correspondingly less well developed than
in the fetus ; in lieu of this, however, they are much more intricately folded
and villose. It has been demonstrated that the choroid plexus is a true gland,
which not only secretes cerebrospinal fluid, but also neutralizes toxins derived
from other glands and circulated in the blood. According to the writers, the
substances so noxious to the brain are particularly epinephrin, thyroglobulin,
and the secretions from the hypophysis, the epiphysis and the gonads.
The morphologic basis of the psychoses, particularly schizophrenia, has in

times past been looked for and partly found in the cortex, while the internal
secretory glands, particularly the choroid plexus, have been disregarded. The
sources of our affect-life must be sought for primarily, not so much in the field
of brain mechanics, as in that of biochemistry; those tissues of the brain must
be subjected to the greatest morphologic changes which are most intimately
related to the finer processes of nutrition and to the chemical changes that
afford protection against substances circulating in the blood. These consist
of the tela choroidea, plexus choroideus, the ependyma and the protective glia
covering. The writers accordingly look on the choroid plexus, in the typical
forms of schizophrenia, as not only functionally but also morphologically drawn
into the circle of pathology.
Up to date, seventeen pathologic brains as well as a larger number of nor¬

mal brains, have been studied. The former comprised not only cases of schizo¬
phrenia, but also other types of mental disturbances, such as progressive paral¬
ysis, tumors, etc. The authors were greatly surprised to find that the choroid
plexuses of twelve patients, who had for years suffered from the more severe

schizophrenic symptoms, were not found normal in a single instance. The
results can be summarized somewhat as follows : hyperemia, diffuse degenera¬
tion of the villi, amyloid degeneration of the connective tissue, accumulations
of colloid masses within the plexus and interpapillary exudation.
In other psychoses, not schizophrenic clinically, somewhat similar changes

were found, but these were of much less intensity. Hyaline degeneration and
a moderate atrophy of the choroid villi were observed in a few senile indi¬
viduals and in chronic alcoholics. In a number of cases of schizophrenia, there
were marked hyperemia to the point of capillary blood extravasations, throm¬
bosis, and increase in the peri-capillary connective tissue with hyaline degen-
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eration to the extent of complete obliteration of the villi. The pathologic
process usually seems to begin with a cell infiltration in the tissue between the
capillary walls and the secretory cells.
In view of the changes noted in the brains of schizophrenic patients investi¬

gated up to date, there remains little possibility, in contradistinction to other
psychoses, that recovery without permanent defect may take place. The most
serious consequences of a primary or even a secondary disease of the choroid
plexus, the writers view in relation to the physiologic processes, since the
innate protective power and resistance of the choroid plexus to substances
harmful to the brain is lowered, and probably permits greater filtration, result¬
ing in chemical combinations with the brain tissue itself, through the medium
of the cerebrospinal fluid, against which the protective membrane of glia
tissue is inadequate. Through disease of the plexus by way of intoxication,
a disease of the cortex is eventually added ; this would open a way for the
development of typical schizophrenic phenomena.
In conclusion, the writers state their belief that this view would bear, out

the principle of minute division of labor, with the nervous system on the one

side, and the glandular system on the other; and that a united action of the
biophysic functions of the cortex and the biochemic functions of the glandular
system would result in creating the highest phenomena of our psychic life.

Woltman, Rochester, Minn.

MANIFESTATIONS NERVEUSES DU TYPHUS EXANTHEMATIQUE :

1. Reactions Méningées Tardives, IL Inégalité Pupillaire, III. Névrites
et Polynévrites. Demetre E. Paulian, Rev. neurol. 26:650 (Aug.) 1919.

The author discusses the subject under these heads : I. Late Meningeal
Reaction of Exanthematous Typhus.
In an earlier study the author showed, in collaboration with Devaux and

Tupa, that there is always a marked meningeal reaction in the first days of
the infection. He has also been able to establish an almost constant cytologie
formula for this disease at its crisis and during the period of convalescence.
During the first few days of the fever, the spinal fluid on puncture shows

an increase of pressure, and drainage has a salutary effect on the patient.
In a few grave cases with marked agitation and prolonged confusion, the

spinal fluid is xanthochromatic
All the fluids examined show a large number of cells, but no bacteria or

parasites.
The cell changes are:

1. From the second to the fourth day there are lymphocytes, round cells,
easily stained by basic dyes, the nucleus filling the entire cell body.

2. On the fifth day (when the patches appear) there are large mononu-

clears which persist during the period of eruption. The nuclei of these mono-
nuclears may be eccentric, or only slightly so. There may be a few poly¬
morphonuclears. They increase as the disease progresses.

3. About the twelfth day the mononuclears are replaced by lymphocytes, at
the beginning easily stained and persisting well into convalescence, especially
in cases in which the nervous system is involved; in some cases with nervous

complications this condition may persist for even a year and a half.
Without the aid of the Wassermann test it would be difficult to distinguish

some of these postexanthematous cases from syphilitic cases. In the typhus
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cases there is always a high albumin content (as much as 0.50 or 0.65). Gentle
heating in a test tube will produce a slight opalescence or milky whiteness.
A late lymphocytosis in the fluid is an important diagnostic feature and

almost pathognomonic in individuals with nervous complications and especially
in postexanthematous psychoses in which the spinal fluid (even in high quan¬
titative tests) proves negative.
II. Cases in which There Are Inequality of the Pupils.
About 60 per cent, of patients show unequal pupils. If these patients are

seen a considerable period after the exanthem has disappeared, one may mis¬
take them for syphilitics. In the exanthematous cases the fluid, however, is
always negative. The cytologie phenomena just described help clear the diag¬
nosis, and necropsies on typhus patients reveal lesions of a diffuse leptomen-
ingitis not unlike those of a rapidly coursing case of general paralysis.

The constant presence of a lymphocytosis is proof of the meningitic
involvement.
III. Postexanthematous Neuritides and Polyneuritides.
Motor, trophic and sensory disturbances of the peripheral nerves may occur

during, or after, the course of typhus. The writer has noticed such distur¬
bances in fifty-five cases. The position in bed, trauma sustained during
excitement of the delirium, and similar factors may determine the site and
nature of the neuritis.

Subjective as well as objective symptoms may be prominent. Pains in the
legs may produce functional disturbances in gait. The circumflex nerve is
frequently involved, often owing to pressure of the shoulder on the bed.
Mechanical restraint during delirium frequently results in an ulnar neuritis.
Various inclemencies, including cold, heat and humidity, may be regarded as

adjuvant causes.
Spasticity may result from pain and consequent disuse. The writer has also

observed paresthesias, objective cutaneous disturbances of sensibility and modi¬
fications of electric reactions.
Bacaloglu has described a case of paralysis of the soft palate identical with

diphtheritic paralysis.
The writer enumerates a variety of cases which have presented themselves

at his clinic ; one showed an atrophy of the inf rascapular muscles ; another a

bilateral facial neuritis (which he calls diplegie faciale nevritique). He has
observed three such cases, one not showing itself until nine months after the
exanthem.
The etiologic factor is evidently toxic. But the toxins elaborated, though

not yet known, are evidently carried by the vessels, and thus arise the vascular
lesions such as phlebitides, and arteritides, which easily explain the myalgias
and subsequent gangrenes. From the vessels the lesions extend to the periph¬
eral nervous tissues, and we thus have the various neuritides and polyneuritides
already described. Jones, Detroit.

ON THE GENESIS AND PHYSIOLOGICAL SIGNIFICANCE OF
SPASTICITY AND OTHER DISORDERS OF MOTOR INNERVA¬
TION: WITH A CONSIDERATION OF THE FUNCTIONAL RELA¬
TIONSHIPS OF THE PYRAMIDAL SYSTEM. F. M. R. Walshe,
M.D., Temporary Major, R.A.M.C, Brain 42:1 (April) 1919.

In a previous paper, Walshe concluded from a study of certain of the
reflex phenomena seen in the lower limbs in spastic paralysis, that "anal¬
ysis of the phenomena of spastic paralysis of the lower limbs in man demon-
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strates the close analogy existing between the physiological principles of motor
innervation in animals and in man."
The author resumes the subject and discusses spasticity and decerebrate

rigidity, Förster's theory of the origin of spasticity, the proprioceptive system
of the cerebellum, associated movements in hemiplegia, three components in
motor innervation, tremor-rigidity syndrome of paralysis agitans, other organic
cerebral lesions, and cortical lesions and spasticity.
In the author's previous paper evidence was advanced that in spastic paral¬

ysis of the lower limbs there were two clinical types, the extended and flexed;
and that in hemiplegia or in any spastic paralysis due to a lesion confined to
the pyramidal system, the extended type was constant irrespective of the degree
of pyramidal involvement. Walshe believes that both anatomic and physiologic
considerations indicate that decerebrate rigidity is dependent on the removal
of a crossed cerebral control.
As to the special position of the upper limbs in man, the view advanced in

the present paper is summarized by the author as follows : "The spasticity
of spastic paralysis as seen in hemiplegia and in paraplegia in extension is
analogous with the decerebrate rigidity of Sherrington. It is, therefore, an

expression of the activity of the proprioceptive system taken as a whole. This
system induces a tonic reflex, which, unmasked in the decerebrate animal, has
been shown to possess a significance of a postural reflex—reflex standing. In
man also we see in hemiplegia a rigidity which has the same significance.
However, in this instance, the upper limb shows typically an attitude of flexion.
The hypertonus is resident in the limb flexors, not in the extensors as in the
lower limbs. This may be traceable to the altered function the upper limb
exercises in man, and to its complete lack of the locomotion function."
Walshe criticizes Förster's theory of the origin of spasticity and states that

in each element Förster's hypothesis is incompatible with the facts.
Relative to the proprioceptive system and the cerebellum, he summarizes his

views as follows : "Viewed in the light of Jackson's teaching and the physio¬
logical researches of Sherrington, there appear good grounds for regarding the
cerebellum as an important link in the reflex arc subserving the rigidity of
hemiplegia. We may, then, look for the 'complimentary inverse' of spastic
paralysis of cortico-spinal origin in lesions involving the cerebellum. Both
clinical and experimental observations demonstrate how completely these
lesions may produce such a contrasted picture. In that the cerebello-rubro-
spinal path appears to be the efferent limb of the proprioceptive reflex arc,
we may regard the motor disorders following its inactivity, which cerebellar
disease entails, as an example of extrapyramidal disease."
Walshe ventures to suggest an analogy between the associated movements

of hemiplegia and experimental red nucleus reactions. He says "if, as in
hemiplegia, one corticospinal path is out of action, then control over the
crossed postural reflex is in abeyance, and on voluntary movements of the
intact path of the musculature, especially forceful movements, such as demand
widespread synergic fixation, there occurs the usual bilateral postural adapta¬
tion through the action of the intact proprioceptive reflex system. Freed from
cerebral control on the paralyzed path of the body, this is manifested as a

crude, associated movement which thus, consists in a transient modification
of the spasticity."
The author criticizes Holmes* and Wilson's views of the cause of tremor

and rigidity, characteristic of paralysis agitans and certain basal and mid-
brain lesions. He says that "we may conclude that the view attributing the
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tremor and rigidity under discussion to uncontrolled cortical action is not
established, and is contraindicated by such knowledge as we possess of the
normal activity of the motor cortex."
Concerning the theory elaborated by Ramsay Hunt to account for the paral¬

ysis agitans syndrome, he states that the hypothesis is quite incompatible with
what we now know of the physiology of such reflex acts as progression and
muscle tone and, therefore, the theory of the functions of the corpus striatum,
erected on the localization of these symptoms to a degeneration of this struc¬
ture in a case of juvenile paralysis agitans, cannot be entertained.
Finally, he states that from clinical and experimental sources come several

indications, as yet imperfectly understood, that a pure cortical lesion of the
pyramidal system often does not produce spasticity as an accompaniment of
the loss of power. They suggest the possibility of an interruption of another
descending path than the corticospinal in the production of spasticity. Such
a path need not necessarily be cerebrospinal.

Pollock, Chicago.
THE PATHOLOGICAL EXAMINATION OF FORTY INTRACRANIAL

NEOPLASMS. J. Godwin Greenfield, M.D., M.R.C.P., B.Sc, Brain 42:
29 (April) 1919.

Greenfield reports the examination of a number of intracranial neoplasms
from the pathologic laboratory of the National Hospital for the Paralyzed and
Epileptic. The study is purely pathologic and no attempt has been made to
link together the clinical symptoms and the pathologic findings. The chief
object of the report is to make an attempt to clear up some of the anomalies
of nomenclature and to discuss in relation to the findings in the cases examined,
the nature of certain groups of tumors peculiar to the nervous system. The
paper does not lend itself well to abstracting, and should bè read in the
original form.
Of interest is the analysis of the relative proportion, age incidence and rate

of growth of the various forms of tumor encountered in this series. Tuber-
culomas total 5 per cent., and sarcomas 5 per cent., while granulomas account
for only 2.5 per cent. The author states that this percentage obviously has
no relation to percentage of incidence, but is due to the low rate of mortality
in the granulomas and tuberculomas, and to the fact that sarcomas are more

usually encountered in general than in neurologic hospitals. The group of
endotheliomas includes 25 per cent., and perivascular sarcomas 7.5 per cent.
In all, mesoblastic, intracranial tumors form 40 per cent, of the series. Gliomas
total eleven, of which three are multiple. There were three neuroblastomas and"
one ganglioneuroma. Thus, glia and nerve cell tumors form 37.5 per cent.
Lastly, there were six cases of acoustic nerve tumors, comprising 15 per cent,
of the series.
While generalizations from such a limited number of cases are unjustifiable,

the author deems it worth while to note the age incidence and duration of
symptoms of the various forms of tumor. Both cases of tuberculoma were in
young subjects, and gave a fairly short history. The sarcomas occurred one

at the age of 11, and one at the comparatively advanced age of 54. In these
cases the history was a matter of a few months. All the cases of endo-
thelioma occurred after the third decade, with the exception of the two cases

of myxo-endothelioma which occurred in children of 11 and 13, respectively.
In these patients the symptoms appeared three and four years before admis¬
sion to the hospital. The other endotheliomas gave histories dating back from
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six months to six years. In the perivascular sarcomas, the author concludes
that we are dealing with more malignant tumors but in one case the symp¬
toms appeared probably five and certainly three years before admission. The
gliomas of the series all gave a very short history, amounting in only orie
case to two years before admission and in the others to six months at most.
The tumors of the acoustic nerve had histories of moderate length—the short¬
est, six months, was in a case of multiple tumors ; the longest was two years.
No attempt will be made to summarize the views of the author on the

nomenclature and classification of intracranial tumors because such a summary
cannot be made and do justice to the author's opinions.

Pollock, Chicago.

THE PSYCHONEUROSES AND INTERNAL SECRETIONS. I. S.
Wechsler, Neurol. Bull. 2:199 (May) 1919.

The author expatiates on the as yet unsolved problem of the treatment of
the psychoneuroses and points out how little we really know about it, despite
the fact that various attempts have been made to cope with the subject. He
finds that most efforts are directed at the problem after it has become one,
and he points to the internal^ secretory disorders as a possible method of
attack before its incipiency. In the attempt to give a possible physical basis
to the psychoneuroses and looking for a "little more solid ground to stand
on" he turns to the internal secretions for an explanation of the symptoms in
some cases. He does not lay claim to any originality but merely tries to
correlate a few well-known facts with other facts equally well known. He calls
attention to the danger of overestimating the importance of the "facts" of
internal secretions, since we as yet know so little about them. Nevertheless,
he thinks that we have before us a fruitful field for investigation.
After reviewing briefly the knowledge that has thus far been accumulated,

he tries to correlate in a general way the symptoms of early disturbance of
the glands of internal secretions and the common symptoms of some of the
psychoneuroses which bear very close resemblance. Then he quotes two typical
cases of psychoneurosis, another of anxiety neurosis, and one of hysteria, in
all of which he found marked signs of disturbances of the pituitary and in
which treatment along that line gave favorable results. One obsessional case
and two of marked anxiety he quotes as having shown distinct thyroid symp¬
toms, treatment for which cleared up the neuroses. One case is correlated
with the suprarenals because the history of the neurosis bears close resemblance
to that of an "early Addison," another one is linked with the sex glands and,
finally, one case is put into the class of general vegetative nervous system dis¬
turbance—the vagotonia of Eppinger and Hess.
Although the author is aware of "the great importance of environmental

influences of social maladjustments, of psychic and emotional conflicts," he
seeks in "disturbance of the glands of internal secretions a source of rational
therapy" for some of the cases of psychoneurosis and tries to put them definitely
in a group which might well be amenable to treatment. One cannot, of course,
quarrel with the author for his attempt, and he is careful to point out that
success in treatment cannot be cited as proof of cure, inasmuch as it is diffi¬
cult to dissociate the influence of the personality from the "effect" of a drug,
but it is well to emphasize the meagerness of the facts at our command and
the great danger of speculation which the fascinating study of the internal
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secretions invites. We must wait for more accurate knowledge of the physi¬
ology and pharmacology of the glands and for more certain means of estimat¬
ing disturbances before we shall be able to say definitely that a given psycho¬
neurosis is the result of this or that glandular syndrome.

Wechsler, New York.

TETANY IN THE EUNUCHOID: REPORT OF A CASE. H. W.
Woltman, J. Nerv. & Ment. Dis. 50:433 (Nov.) 1919.

Woltman reviews briefly the literature on tetany, and reports a case because
it has certain unusual features and because it is related to endocrine dis¬
orders of another source. The family history revealed convulsions and lar-
yngospasm in various members of the family during childhood. A history of
migraine was obtained and one brother developed a condition which strongly
suggested an angioneurotic edema. The patient, aged 36, a barber, had had
general convulsions beginning at the age of 1 and disappearing spontane¬
ously at the age of 2. From the fourteenth to the sixteenth year he had had
inflammation of the bowels associated with vomiting. At 21 a herniotomy and
appendectomy were performed; after this he was perfectly well for a period
of eight years. He then married. His wife has never been pregnant. Seven
years prior to his application to Dr. Woltman for examination he noticed that
his legs became easily tired; this condition persisted until one day his legs
jerked up like a horse with "spring-halt." In the fall of 1915 the spasms
appeared with increasing intensity, frequently five or six times a day. He had
attacks which caused his mouth to remain wide open from thirty to forty
minutes at a time; on other occasions trismus was present. The convulsions
diminished in frequency, and in January, 1916, the patient was able to get
about with the aid of crutches. His legs then began to swell and in August,
1916, they were two or three times their normal size. He also had edema of
the abdominal wall and the back, and probably some ascites. In September,
1916, he suddenly cried out, lost consciousness and remained unconscious for
three days. His legs became flexed at an angle of about 45 degrees and
remained in this position. He lost weight very rapidly, so that one's fingers
could be placed around his thigh; his face had a puffed-out appearance, and
he was almost completely bald. The skin was dry and scaly "like a fish."
The right testicle on examination was found to be flabby and small ; the left
was absent as the result of an orchidectomy which had been performed for
tumor.
Woltman describes certain findings in his examination which he does not

adequately explain on the basis of a tetany or other pluriglandular dis¬
turbance, and a report of postmortem is missing. Among these findings are

a Babinski reflex, Chaddock's sign, a Rossolimo reflex and an ankle clonus
on the right side, and a pallor of the disks suggesting a primary optic atrophy.
He describes, in the course of the patient's illness, a number of attacks of
tetany. Medication was of no avail, and the patient died March 3, 1917,
greatly emaciated.
The author reviews some of the clinical features of tetany and points out

the endeavor to identify more definitely the chemical nature of the substance
at work, referring to Fuch's reference to ergotism, and to Eppinger's reference
to histidin chlorhydrate. He calls attention to the work of MacCullum and
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Voegtlin in relation to calcium deficiency. He quotes the views of Wilson and
others relative to the ammonia content of the blood, and reviews Koch's theory.

He interprets the abnormal dryness and scaling of the skin in his case as

suggesting thyroidal features, the presence of pigmentation noted during one

of the exacerbations as of possible suprarenal origin and, finally, the direct
evidence of disturbance of the gonads in the development of a testicular tumor
with the clinical picture designated variously as pseudohermaphroditism,
eunuchoidism, etc. Pollock, Chicago.

CONTRIBUTION A L'ETUDE DE LA PATHOGENIE DU TABES.
Odilon Gallotti and Sergio Azevedo, Rev. neurol. 26:489 (June) 1919.

The pathology of tabes is one of the most frequently discussed problems in
neuropathology. Advances are being made, however, in spite of disagreement
of opinion; Schaudinn having conceived the idea that sleeping sickness is
caused by a form of spirochete, Spielmeyer goes a step farther, contending that
since syphilis is a spirochetosis, there must be some close relationship between
sleeping sickness and general paresis of the insane. This in turn has led him
in his studies to the opinion that tabes due to the trypanosome (in animals)
is identical with syphilitic tabes in man. He founds this opinion on his
experiments with dogs into whose subarachnoid spaces he injected the
trypanosomes. By the Marchi method, eighteen out of forty-two animals showed
degeneration of the posterior spinal roots, of the optic nerve and of the sensory
branch of the trigeminus. Clinically, however, the animals showed no symp¬
toms other than diminished reflexes of the fore legs.
The degenerative processes seem to show a preference for the cervical seg¬

ments of the cord. The lesions in the peripheral nerves, however, are not to
be distinguished from those produced by lead, alcohol or pellagra.
The chief resemblance, pathologically, between trypanosomic tabes and that

of man is that both choose the focus where the posterior root pierces the
pia mater. Spielmeyer's experiments on dogs prove conclusively the correct¬
ness of Schaffner's earlier contention that the cord lesion is secondary to the
radicular lesion.
Spielmeyer's results led the writers to experiment on three dogs. Not being

able to obtain a special strain of Trypanosoma brucei, they had recourse to

Trypanosoma gambiense and T. cruzi which seem to have a special affinity for
the nervous system. The writers describe their technic of inoculation. Two
of the three dogs died ; twenty-five hours later they found the trypanosoma
in the blood of the animal that survived the experiment. At the end of three
months they killed this animal, removed the brain and cord, stained sections
in Mueller's fluid and by the Marchi method ; nothing startling being dis¬
covered, they tried the Weigert method and found advanced signs of nerve
degeneration in the lumbar region. They found, particularly, fibers that had
lost the myelin sheath. In the cervical region, they found occasional lesions in
the anterolateral column and constant changes on either side of the posterior
root zone. Sections of the dorsal cord showed small lesions.
They conclude with the statement that their work agrees in its results with

that of Spielmeyer.
. Jones, Detroit.
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THE PATHOLOGICAL CHANGES IN THE CEREBELLUM IN ACUTE
ANTERIOR POLIOMYELITIS. Hubert S. Howe, Neurol. Bull. 2:261
(July) 1919.

From the review of the literature, Howe found that little attention has
been paid to pathologic changes in the cerebellum. Clinically the diagnosis
of cerebellar affection is usually diagnosed by the ataxia, but as others have
pointed out and as Howe, himself, says, there are many other locations in the
cord and brain which may account for the ataxia. The author cites a few
case histories reported by other observers to show the clinical history of polio¬
myelitis with cerebellar changes, but one of the cases reminds one more defi¬
nitely of a cerebellar apoplexy than of an encephalitic process.
Howe quotes many authors to show that pathologic changes in the cere¬

bellum are absent in poliomyelitis, are usually not marked, and are often dif¬
ficult to find when present. Some authors have described mild perivascular
infiltration and changes below the granular and Purkinje cell layers; others
described the lesions as'thrombosis of the terminal arterioles; still others found
pial lymphocytic infiltration and slight hemorrhages.
Howe's findings are : Macroscopically, the cerebellum appears edematous

and congested. Microscopically, the cerebellar pia frequently shows diffuse
inflammatory changes, more marked than in the cerebral pia and closely
resembling that of the cord. Edema, hemorrhage, congested vessels and
exudated cells separate its layers, but the picture differs from ordinary menin¬
gitis in that there is no fibrin and no exúdate on the pial surface. The infil¬
trating cells are lymphocytes, few large mononuclears, polyblasts and polymor-
phonuclear leukocytes. The vessels are congested, but no thrombosis was ever
encountered. The most striking change is cellular infiltration in the Virchow-
Robin lymph spaces, which, however, is less common than in the cord and also
differs from the latter in that the white matter presents the most frequent sites.
The ectodermic changes occur both in the white and gray matter of the

cerebellum. Focal areas of cellular accumulation are seen, which are less
intense than in the gray of the cord, and do not seem to bear any relations to
blood vessels or nerve cells. The Purkinje cells in the infiltrated areas only
show degenerative changes. As in the cord, the infiltrating cells are made up
of lymphocytes, polyblasts, ameboid neurologic cells, plasma cells and a few
polymorphonuclears. The Purkinje cells may show slight cloudy swelling but
are usually normal. The changes in the white matter are more marked than
in the gray, and affect mostly the deeper white substance of the peduncles and
the central white.
The author concludes that, inasmuch as the poliomyelitis virus has little

affinity for the cerebellar nerve elements and the changes are mostly confined
to the white substance, "the clinical symptoms referable to the cerebellum are
in reality due to interference with the function of its connecting pathways and
not to the destruction of nerve elements."

Wechsler, New York.

A CONTRIBUTION TO THE STUDY OF THE PATHOLOGY OF
HUMAN AND EXPERIMENTAL POLIOMYELITIS, BASED ON
CASES OCCURRING DURING THE EPIDEMIC OF 1916 IN NEW
YORK CITY. Hubert S. Howe, A.M., M.D., J. Nerv. & Ment. Dis.
50:409 (November) 1919, continued from 48:235.
Hubert S. Howe continues with the protocols of cases of experimental

poliomyelitis, and discusses his findings which he summarizes as follows :
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1. The tissue changes in acute anterior poliomyelitis are of three distinct
types—those which predominantly affect the ectodermogenic elements, those
which predominantly affect the mesodermogenic elements, and those which
affect both these elements about equally.

2. The ectodermogenic type of tissue change in the central nervous system
of man is polymorphous ; that is to say, the cellular constituents derived from
the ectoderm show no one form of degenerative process. The reaction in the
ganglionic cells and neuroglia makes it possible to recognize no less than
eight different forms in the degenerative process consequent to the polio¬
myelitis infection.

3. The degenerative changes in the ectodermogenic elements are so diverse
as to make it impossible to conceive of them as phases in a single disin¬
tegrative process.

4. The mesodermogenic type of tissue reaction presents the more general
reaction of the organism to the infection and manifests itself by uniform
changes affecting not only the central nervous system, but also the lymphoid
tissues throughout the body.

5. Changes in the elements derived from the ectoderm, neuroglia and
ganglionic cells are, in the main, not secondary to or dependent on the changes
in the mesodermogenic tissues, but represent a specificity on the part of the ecto¬
dermogenic elements in their reaction to the virus.

6. The susceptibility of the motor cells in general and the anterior horn
cells, or their homologues in the brain stem, in particular, furnishes further
evidence of the specificity of the poliomyelitis virus.

7. The possibility of such definite specificity in a given virus is demon¬
strated by the exclusively ectodermogenic reaction observed in the pathologic
changes resulting from the feline epidemic which was coincident with the
poliomyelitis epidemic of 1916.

8. While it is possible to conceive of certain conditions which might under¬
lie a selective reaction of such a specificity, the determination of these condi¬
tions still remains to be disclosed by future work in this field.

9. In human poliomyelitis, the pathologic reaction to the virus is a mixed
one, in which both mesodermogenic and ectodermogenic changes occur. It
is undoubtedly true that the most severe impairment of function results from
the changes in the elements of ectodermal origin, while it seems probable that
the more transitory or even abortive disturbances of normal function are the
result of changes almost, if not wholly, limited to mesodermogenic tissues.

Pollock, Chicago.

EARLY NEUROSYPHILIS ASYMPTOMATICA WITH REPORT OF
OBSERVATIONS AND CASES. Joseph Victor Klauder, M.D., Am. J.
Syphilis 3:513 (Oct.) 1919.

The author expresses the belief that probably in all cases of primary and
secondary syphilis the nervous system is invaded by the treponema. In sup¬
port of this view he has collected from the literature and from his own obser¬
vations clinical and laboratory evidence.

Spinal fluid studies on 214 cases of primary syphilis by various syphilologists
are cited, only forty-seven of which showed an abnormal spinal fluid content.
It is to be noted that the abnormality usually consisted of a slight increase in
the cell content and that there was a wide difference of opinion as to what
constituted a normal cell count. Only two cases showed a positive spinal fluid

Downloaded From: http://archneurpsyc.jamanetwork.com/ by a University of Iowa User  on 06/12/2015



Wassermann reaction. The percentage of neuraxial involvement found in
secondary syphilis is given as from 10 to 90 per cent, the number of cases
studied not being stated.

Treponema pallidum was demonstrated in the spinal fluid in fourteen cases

of primary and secondary syphilis ; the spinal fluid in these cases was other¬
wise frequently normal; the subjective and objective phenomena were fre¬
quently absent.

The clinical manifestations of early neurosyphilis are reviewed, the symp¬
toms virtually always being referable to an involvement of the meninges. To
the usual three clinical types of meningeal involvement he adds a fourth called
the asymptomatic group, which as the name indicates, lacks subjective or

objective symptoms; but it possesses conspicuous spinal fluid evidence.
Of the cranial nerves, the eighth is the most frequently involved. The others

involved, in order of frequency, are second, seventh, third, fourth, fifth and sixth.
In a series of twenty-five cases the author made an initial examination of

the spinal fluid in the untreated eruptive stage of syphilis and a second one

after the administration of four intravenous injections of arsphenamin 0.5 gm.
at from seven to ten day intervals, this being the only treatment given. In
every case there was an accentuation of the eruption, and a Herxheimer
reaction after the first treatment. In one case a negative spinal fluid became
positive after treatment; in another, in addition to spinal fluid changes, clinical
evidence of neurosyphilis in the form of a severe headache developed, but
disappeared on further treatment. The latter phenomenon is ordinarily known
as neurorecidive. The term neurorecidive and the Herxheimer reaction are

defined, and a brief review of the literature on the subject is made.
The author cites his own observations in substantiation of the view

expressed that neurorecidive is an expression of the Herxheimer reaction. The
neurorecidive phenomenon is divided into two stages—the laboratory or asymp¬
tomatic, and the clinical or symptomatic. The former is styled "neurosyphilis
provocativa asymptomatica" ; the latter, "neurosyphilis provocativa symp-
tomatica."
The Herxheimer reaction is regarded prognostically of unfavorable sig¬

nificance. Its excitation should therefore be avoided in the treatment of syph¬
ilis by preceding the arsphenamin therapy with a course of mercury because of
its milder spirochetacidal properties.
Just criticism is made of the insufficient and exclusive use of arsphenamin

in the early treatment of syphilis. TT ™ ..... .Haines, Philadelphia.

IRREGULARITY IN A PSYCHOLOGICAL EXAMINATION AS A
MEASURE OF MENTAL DETERIORATION. Sidney L. Pressey,
Ph.D., and Luella W. Cole, A.B., J. Abnorm. Psychol. 13:285 (Dec.) 1918.

Pressey and Cole present a comparative study of the amount of "irregu¬
larity" or so-called "scatter" between a group of feebleminded and psychotic
subjects all showing mental ages from 8 to 12 years. "Irregularity" is used
as a term to denote the sum total of the variations from the original point
scale for norms. For instance, the feebleminded score is characterized, not
only by its low level, but also by its regularity and the absence of such dis¬
crepancies as are brought out in psychotic persons ; namely, the inability to
pass certain tests, together with the ability of passing others which are

respectively far below and above the mental age as determined by the entire
scale. The group tested comprised 158 defectives, sixty-seven schizophrenics
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and fifty-five chronic alcoholics. The average "irregularity" of the defectives
totaled 17.5; the schizophrenics 20.1 and the alcoholics 22.3. That there was
considerable overlapping is evidenced by the fact that 25 per cent, of the
feebleminded revealed as much "scatter" as did the average praecox patient.
From an analyses of the results the authors then selected five differential
tests. These not only emphasized the preponderance of "irregularity" in the
psychotics (6.9 for the schizophrenics and 8.2 for the alcoholics as against
4.7 for the defectives), but also markedly decreased the overlapping. In only
10 per cent, of the members of the feebleminded group was the "scatter" as

great as in the praecox subjects, and in only 2 per cent as compared to the
inebriates. "Irregularity" in mental diseases may be determined by a variety
of factors, such as temporary negativism, retardation or delusional trends.
It therefore measures more than merely the amount of mental deterioration.
A point of some practical importance lies in the suggestion that pre-existing
and basic intelligence deficiency may be suspected in those psychotics who
test low but evenly, i. e., without "irregularity."
The authors realize that it would not be justifiable to draw far-reaching

conclusions from the limited number of subjects tested. Furthermore, there
are tremendous obstacles that stand in the way of applying a pure intelli¬
gence scale to abnormal mental states. It is somewhat doubtful if the vari-

.ous factors in the psychoses which might give rise to "irregularity" can ever

be standardized. Even in the so-called deteriorating psychoses, such factors
must vary greatly from time to time and in the same patient. For instance,
in a group of praecox patients one may expect much individual variation in
the affective sphere, in the domain of the will and in the ideational realm
within comparatively short periods of time so that the index of "irregularity"
will be found to be far from constant, even in the same subject.

Strecker, Philadelphia.

A CASE OF TUMOR OF THE CORPUS CALLOSUM AND FRONTAL
LOBES. C. C. Belino, M.D., and H. S. Maryland, M.D., J. Nerv. &
Ment. Dis. 50:425 (November) 1919.

Beling and Martland report a case of a male, white, 54 years of age who,
at 30 years of age, suffered for a few days from vertigo. Jan. 23, 1914, some
hypersensitiveness to light and diminished vision were noted. In April, 1916,
considerable loss of memory was revealed, and May 19, 1916, he had a sud¬
den convulsive attack which began with twitching of the right arm, hand and
leg. May 24, 1916, he had recovered sufficiently to resume his work. A week
or two later he was talking and acting in a silly manner. Examination
revealed a bilateral optic neuritis, and the gait was unsteady and somewhat
ataxic; "clonic perseveration" (Liepmann) showed markedly in his hand¬
writing. Involuntary urination and defecation were present. Because of the
disturbances of association resulting in apraxia, chiefly of an agnostic, ideo-
motor, aphasie and agraphic character, a clinical diagnosis of tumor of the
corpus callosum and frontal lobes was made. Automatism and defects of
volition (lack of initiation of movement ideas) were explained by an involve¬
ment of the left prefrontal lobe. A postmortem examination made eight hours
after death, on July 3, 1916, revealed a tumor occupying the inner halves of
both frontal lobes, the genu and the anterior one-third of the body of the
corpus callosum. The tumor was infiltrated in character, fairly well circum¬
scribed but not encapsulated. It presented the gross characteristic of a
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telangiectatic, infiltrative, noncircumscribed glioblastoma. It was composed of
proliferating neuroglia cells presenting a whirl-like, radiating and wavy
arrangement. The greater part of the tumor presented extensive retrograde
changes, especially necrosis and hemorrhage. .Pollock, Chicago.

SCIATICA WITH MUSCLE HYPERTROPHY. Capt. C. Pastine (Chief
Neurological Service, Field Hospital 227), Riv. di patol. nerv. 24:46, 1919.

The author says that Roccavella added eight new signs of sciatic neuritis
to the twenty-five already known as a result of observation of many cases dur¬
ing the war. The author adds still another, namely, hypertrophy of muscles
instead of the usual atrophy seen in sciatica. Careful reading of the ten
case histories presented shows that all of them are open to serious criticisms
as to diagnosis. No sensory examinations are detailed ; the neurologic signs
are scant. Achilles' reflex is present and the patellars are active in several
and clonus in one. The author speaks of tenderness and pain in the gluteal,
and thigh and calf hypertrophies. Many of the ten patients had abnormal
attitudes caused by spinal disability or deformity or compensatory scoliosis
from hip and knee joint involvement. The author's finding of hypertrophy of
muscles in sciatic neuritis is seriously questioned. During my service as

neuropsychiatrist to the American forces in Italy during the war, I was ordered
on detached service to the author's military hospital and directed the neuro¬

logic service during the author's illness. I saw many of the cases of "sciatica"
so-called. No sensory examination worthy of the name was recorded. The
hospital did not boast of a roentgen-ray apparatus. Many of the cases were

gluteal or other types of myositis ; many were surely more or less obscure
joint and spine conditions. A few that I saw were true sciatic neuritis. None
of these had hypertrophy of muscle. One case of "sciatica" was a tabetic. Of
the ninety-eight cases of "sciatic neuritis" seen by the author, ten presented
muscle hypertrophy. All of these conditions came on after prolonged exposure
to rain and snow and cold in the mountain trenches which this hospital drained.
The author admits that many of the cases showed cyanoses, thermic and vaso¬

motor symptoms in the extremities, accompanying so-called "trenchfoot" and
not sciatic neuritis. The author's statement that true sciatica is accompanied in
many cases by muscular hypertrophy directly dependent on the neuritis is
open to grave doubt.

_

__

_.

,Osnato, New York.

AN ACUTE PRISON NEUROSIS OF THE ANXIETY TYPE. N. S.
Yawger, M.D., J. Nerv. & Ment Dis. 50:319'(October) 1919.

N. S. Yawger analyzes this type of neurosis in a brief and comprehensive
manner. He states that it is more common in penitentiaries to which, gen¬
erally speaking, felons are sentenced, than in the smaller jails where those
only guilty of misdemeanors are interned. About one third of the convicts
coming up for pardon show nervousness to a greater or less extent and in
one tenth of these offenders the subjective symptoms are so suggestive as to
be almost diagnostic. Although hoping for pardon is productive of a more

intense neurosis than is the approach of the expiration of a minimum sen¬

tence, on obtaining freedom the pardoned person recovers more promptly. The
subjective evidence of the disorder appears in the form of restlessness,
decreased power of mental concentration, irritability, hypochondriac and intro¬
spective manifestations, dreams of a disturbing nature, often broken by dis-
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tressing insomnia, dyspepsia, genito-urinary manifestations, cardiac irregu¬
larity or respiratory disturbances ; usually, there is an appreciable loss in
weight and in smokers, an increased use of tobacco.
In the consideration of the nature of this disorder the author believes that

undoubtedly the reactions of this anxious period are the result of important
factors aside from the sexual sphere. Such factors include the reactions to
a situation wherein the prisoner knows that detainers have been lodged against
him and that he will be homeless, and the certain knowledge that he will be
an unwelcome member of society. Pollock, Chicago.

CONCERNING HAMLET AND ORESTES. John T. MacCurdy, M.D.,
J. Abnorm. Psychol. 13:250 (Dec.) 1918.

Must "autistic thinking" follow certain channels that are common to all
individuals, no matter how far separated in time, place, or civilization?
Hamlet and Orestes figure in stories derived from sagas of the early

Northmen and pre-Greeks. And yet there are striking likenesses in the plots
of their stories and in the character and "madness" of the heroes. The type
of insanity is given as dementia praecox because the following symptoms
appeared: seclusiveness, hallucinosis, ideas of reference, scattered speech,
inappropriate affect, filthiness, and "queer behavior with sudden, unexplainable
assaultiveness." With these symptoms are linked ideas of incest and death.
The author's conclusion is that the inspired dramatist in dealing with a hero
of incestuous tendencies, is forced by his very genius to paint about his hero
the clinical picture of dementia praecox, for in all men there is a "basic,
unconscious connection between ideas of a given type" and this disease.
It is too much to ask that the big idea which underlies this article and

makes it stimulating shall carry the assumption that there is no dementia
praecox without an Oedipus complex or to depend on a definite diagnosis of
the disease of a mythical hero who is Shakespeare's Hamlet mixed with many
Norse pre-Hamlets.

_

_.Bond, Philadelphia.

A NEW CONCEPTION OF EPILEPSY. P. Hartenberg, Presse méd. 27:
664 (Nov. 8) 1919.

The author offers a new conception of epilepsy. He gives as the cause of
the disease inhibition of the centers of the cortex rather than stimulation. As
proof he cites the frequency of brief amnesia and vertigo ; in other words, the
petit mal compared to grand mal. These are cessations of functions rather
than increase of them. He goes further—he says that grand mal is only the
petit mal plus convulsions plus coma. His formula is : amnesia = unconscious¬
ness ; vertigo = unconsciousness plus falling ; grand mal attack = uncon¬

sciousness, plus falling, plus convulsions, plus coma. He asks whether con¬
vulsions may not also be the result and product of inhibition, and cites the
numerous comas which are accompanied by convulsions. In short, inhibitions
of the higher cortical centers may set free muscular discharges. Only two
conditions are necessary, and these are both present in epilepsy, namely, that
'he inhibition be brusque and that it be profound. The analogy of the con¬
vulsive movements to those produced by a lesion of the corticothalamic tracts
(forced laughing and crying) stimulates Hartenberg to believe that the convul¬
sions of epilepsy are due to absence of cortical control of the lower centers.
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By experimenting with the effect of strychnin, Dr. Hartenberg found that
it notably diminished the symptoms rather than increased them, which lends
plausibility to his theory.
In short, epilepsy is not a convulsion, but a state of unconsciousness. It is

due to inhibition of the activities of the upper cortical centers rather than to
irritation of the motor centers.
This article is interesting and well worth a careful perusal.

Kraus, New York.

THE INSIGNIFICANCE OF LOCAL DISTURBANCES IN THE
PRODUCTION OF CONSTITUTIONAL NERVOUS SYMPTOMS.
Charles McKendree, Neurol. Bull. 2:253 (July) 1919.

The author bases his conclusions on his observation of some 3,500 neurologic
cases, the vast majority of which were so-called functional cases. Bearing
in mind the great emphasis that is laid on focal infections, reflex irritation,
visceral disturbances, etc., which have been so frequently incriminated as the
causes of obscure psychic complaints, he tried to study a number of cases.
Wherever there appeared the slightest indications, he referred the patients to
the dentist, oculist, nose and throat specialist or gynecologist, etc. Frequently
each specialist found something which he was sure was the cause of the head¬
ache, the pain or indigestion. The patients underwent palliative, corrective or

radically operative treatment, but despite that their chief symptoms remained.
He quotes five cases to illustrate the futility of treatment in patients who
showed no general physical or neurologic signs, but who were supposed to
suffer from some obscure "cause."
Without trying to minimize the importance of special causes in the pro¬

duction of general symptoms, McKendree revolts against the faddist tendency
in medicine to run away with oneself as focal infectionists, for instance, do
when they try to explain every vague symptom, or any condition from bunion
to brain tumor, by an apical abscess or ungeometrical tonsillar crypt. He
agrees that there are cases, here and there, which benefit from special atten¬
tion, but those cases show definite symptoms which can be well correlated with
the underlying causes. The vast majority of constitutional nervous symptoms,
however, have no such etiology, and the few who do show improvement with
special attention would show it just as well on general hygienic or other treat¬
ment. Besides, most of the patients do not respond to such treatment, and
what is more important, they become confirmed neurotics because of the radical
attempts at cure. The author, therefore, pleads for a little more common sense
in the evaluation of symptoms and the bridling of the radical tendency to
seize on insignificant and unsubstantiated conditions as the root of all con¬
stitutional nervous disorders.

Wechsler, New York.

THE CEREBROSPINAL FLUID IN HERPES ZOSTER, AND THE
RELATION OF HERPES ZOSTER TO SYPHILIS. W. H. Brown,
M.D., Captain, R.A.M.C., and Dr. B. Dujardin, Brain 42:86 (April) 1919.

The authors report the cerebrospinal findings in twenty-five cases occurring
in Captain Brown's experience, and sixteen cases observed by Dr. Dujardin.
The cytologie estimations showed striking, inconstant and puzzling results. In
the majority of cases, twenty-eight, there was some degree of lymphocytosis,
but this varied enormously from normal to an intense lymphocytosis (470 per
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cubic millimeter). In ten cases the counts registered over 50 cells per cubic
millimeter, in ten, the counts registered within normal limits. In the majority
of cases there was a slight increase of albumin. In only one was there a

clear, decided ring obtained by the Nonne-Apelt method of testing for globulin.
Relative to Dr. Dujardin's statistics, the striking feature is the frequent

incidence of herpes zoster among syphilitic subjects. Of 1,200 cases of syph¬
ilis in one stage or another, nine developed herpes zoster. Among 13,000 other
patients only ten cases of herpes zoster was seen. The authors state that it
would appear that a predisposition to herpes zoster existed in syphilitic sub¬
jects. They also point out the fact that in their cases herpes zoster in syphilitic
subjects had a predilection for the lumbar and sacral ganglions. Conversely,
in a case of herpes zoster the possibility of a prior syphilitic infection must be
considered, more especially if the herpes involves the lower spinal ganglions.

Pollock, Chicago.
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